Two hundred andfifty patients with 290 stones presenting to the Department of Urology were treated with the Candela MDL 2000.M Laser Lithotripter. Overall stone clearance racte was 95%. The inore proximal the calculus the lower the success rate. Ninety eight percent ofstones in the lower ureter, 95% ofmid ureteric and 91 % ofupper ureteric stones were cleared. The miajor complication was perforation which occurred in 6% ofcases. This
INTRODUCTION
The surgical management of both renal and ureteric calculi has undergone radical change in the past decade and open surgery is now rare with only one or two cases being operated on in this unit each year. Both extracorporeal shock wave lithotripsy, ' 2and pulsed dye laser lithotripsy through small calibre instruments have revolutionised the management of ureteric calculi.'3-In units without access to a lithotriptor with radiographic screening facilities the management of ureteric calculi remains a significant part of the workload. Thus, endourological techniques will remain an important primary or adjunctive procedure in the management of ureteric calculi.6 Blind manipulation of stones within the ureter is hazardous and in situ lithotripsy using ultrasound or electrohydraulic probes generates large amounts of heat which may damage the ureter. Ureteroscopy itself, has become safer with the advent of smaller calibre instruments. Pulsed dye laser lithotripsy has a wider safety margin than other methods of stone destruction within the ureter because energy generated in stone fragmentation is dissipated as photoacoustic energy rather than heat. We report a consecutive series of 250 patients treated in three years at the Department of Urology in the Belfast City Hospital. PATIENTS AND METHODS All patients who underwent laser lithotripsy for ureteric calculi between April 1991 and July 1994 were studied. They were treated on a dedicated UroskopTM screening table with the Candela MDL 2000TM pulsed dye laser. The stone size and position was measured in two planes, and the radiological investigations and the presence of ureteric obstruction was recorded (Tables I and II) . Ureteroscopy was performed using the 7.2 Ch miniscope (Candela.M) which has two working channels and a fibreoptic illumination system with an outer semirigid casing. The current miniscope has been improved, to incorporate a larger flow channel and it is not necessary to use a pressure infusor device to maintain adequate vision. The larger irrigation channel also allows the passage of ureteric guide wires for insertion of double 'J' ureteric stents. Laser energy was delivered through a 320,um fibre at 10 MHz frequency. A range of energy settings (30-140 mJoules) may be used. In all cases lithotripsy was commenced at a power setting of 30 mJoules and increased slowly to achieve optimum effect. The power settings and the pulse count were recorded in each patient. A 3 Ch dormia basket is available for entrapment of stones to facilitate laser lithotripsy or for extraction of fragments. If there was any suspicion of ureteric injury an 'on table' ureterogram was performed. Every patient was given gentamicin 80 mg intravenously peroperatively. The postoperative analgesic requirements of 20 patients were also recorded. All patients were reviewed, and the results of lithotripsy at three months are reported. Fifty eight patients (23%) had significant obstruction at the time of treatment. Twenty (8%) had 'J' ureteric stent insertion prior to laser lithotripsy and in thirty six ( 14%) stenting was carried out at the time of the procedure. In two it was not possible to pass a guide wire and a percutaneous nephrostomy was inserted. In all 74 patients (29%) required adjunctive procedures during treatment (55 insertion of J stent, 15 dormia basket extraction, an 2 each had balloon entrapment or nephrostomy). The complications associated with laser lithotripsy are listed in Table III . There were no deaths. The major complication was perforation which occurred in 15 cases (6%); in most instances the perforations were minor, and all but one (who required a nephrostomy) were treated by immediate ureteric stenting. 
